Factors involved in the father's entrance into active treatment by Giuliano, Lois Taft
Boston University
OpenBU http://open.bu.edu
Theses & Dissertations Dissertations and Theses (pre-1964)
1958
Factors involved in the father's
entrance into active treatment
https://hdl.handle.net/2144/6497
Boston University
I 
II 
I 
BOSTON UNI VERSITY 
SCHOOL OF SOCIAL ~vORK 
FA CTOHS INVOLVED IN THE FATHER ' S ENTRANCE 
I NTO ACTIVE TREATMENT 
A thesis 
Submitted by 
Lois Taft Giuliano 
(A.B., University of Michigan, 1953) 
I n partial Fulfillment of Requ irements for 
the Degree of Master of Science in Social Service 
1958 
TABLE OF CONTENTS 
CHAPTER 
I . INTRODUCTION . • . . . . . • 
II . TBE \ITORCESTER YOUTH GUIDANCE CENTER . 
III. ~TROD OF STUDY . . . . . . . . . . . . . . 
rv . RESULTS • • • . . . . . . . . . . . . . . . 
v. CONCLUSIONS . . . . . . . . . . . . . . . . 
APPENDICES 
A. SCHEDULE . . . . . . . . . . . . . . . . . 
B. TABLES . . . . . . . . . . . . . . . . . . 
PAGE 
1 
4 
6 
12 
45 
47-50 
BIBLIOGRAPHY . • • • • . . • • · . · • · • • • • · • 51 
i 
LIST OF TABLES 
TABLE PAGE 
1. Fee paid in Relation to V.Jhether the Father 
Enters Treatment. . . . . . . . . . . . . . . . . . . . . . . . . . . . 13 
2 . Religious Affiliation of Fathers ..........•.•• 
3. Type of Problem as Found in Both Groups 
of Fathers . ................................ . 
4· Motivating Force for Initial Contact 
with Agency as Found in Both Groups of 
14 
18 
Fathers. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 22 
5. Father's Concern for Child's Problem.......... 23 
6. Father's stated Relationship to Child 1 s 
Problem....... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 27 
7. Father's Feeling of Responsibility for 
Helping with Child 1 s Problem................ 28 
8. Relat ionship Between Parents.. . ............... 30 
9. Employment and Scheduling of Appointments..... 36 
2T. Fathers Who Continue in Treatment............. 47 
II . Children of Fathers Who Enter Into 
Treat.ment................................... 48 
III. Fathers Who Do Not Continue in Treatment...... 49 
I V. Children of Fathers Who Do Not Enter 
Into Tr.eatment...................... . .... ... 50 
ii 
CHAPTER I 
INTRODUCTION 
This is a study of factors relevant in a father's en-
trance into active treatment in a child guidance ~· clinic. 
It compared two groups of twelve fathers, one group who en-
tered treatment after an intake period with a group that did 
not. The study examined the relevance of the following vari-
ables: the background characteristics; attitudes of the 
father toward his family; the timing of casework interviews; 
and the clinic's evaluation of the father. 
There have been several studies concerning the father 
in the child guidance clinic. These have mainly considered 
what h appens when the father does not enter treatment. In 
some types of family constellations it has been found that 
when the father is left out of the treatment situation when 
the other members of the family improves "the father gets 
Il l 
worse. Another study was done concerning the optimal tiil1..ing 
in bringing the father into treatment in the child guidance 
clinic. In this study there were indications that it was 
unwise to bring the father into treatment just for the sake 
of having him in treatment. The effect of the fathers coming 1 
I 
· into treatment on the outcome of the case was found to depend • 
I 
1Mildred Burgum, "The Father Gets \rJorse: A Child 
Guidance Problem," American Journal of Orthopsychiatry, 
vol. 12 (July, 1942), P• 474. 
1 
li 
1-
on how the mother feels about the father entering treatment, 
and if the mother objects to this, then treatment is not apt 
2 to be successful. Another study investigated the type of 
father that refers the child for treatment initiating contact 
with the agency himself.3 
The father has also received his share of attention by 
people writing on a more theoretical level. The importance 
of the · father in the family and his psychological importance 
has received a great deal of attention. One of the important ' 
conclusions that has been made in these many writings is that 1 
the role of the father in today 1 s culture is not a definite 
one. Few people are certain how a father should behave and 11 
how his actions influence his children. His occupational 
role for instance can effect the type of symptom that his 
child will develop . 4 
It would seem then that in order to give the best serv-
ice to the child in treatment his father's role in the de-
velopment of his symptoms must be evaluated. Each individual 
2Hary::·E~ Rinhards , "When to Include the Father in 
Child r..uidance," Smith College Studies, vol. 19, p. 79, 
1948-49· 
3Lillian Beron, "Fathers as Clients in Ch:Lld Guid-
ance," Smith College Studies, vol. 1)1, p. 3'51 (194~-4l.j'). 
4Bruno Bettleheim and Emmy Sylvester, "Notes on the 
Impact of parental Occupations: Some Cultural Determinants 
of Symptom Choice in Emotionally Disturbed Children," The 
American Journal of orthop~ychiatry, vol. 20, p. 785-79~ 
Wctober, 1950). 
2 
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situation must be looked at according to its own merits, but 
it is important to keep in mind that the father is a part 
of the family group and so needs this evaluation. 
This study was done in the Worcester Youth Guidance 
center. This is a clinic that offers treatment and diagnosis 
of emotional problems to t he parents and children of the 
worcester community. 
3 
CHAPTER II 
THE WORCESTER YOUTH GUIDANCE CENTER 
The worcester Youth Guidance Center is a clinic offering 
to the children and their p8.rents in the Worcester community 
treatment and diagnosis of emotional problems. Applications 
for children through the age of seventeen who have emotional 
disturbances are considered for study and treatment. Fees 
are charged for these services in accordance with the families 
ability to pay. 
The clinic staff is made up of the clinical team of psy-
chiatrists, psychologists, and social workers . The intake is 
the responsibility of the social work department and is large-
ly done by social workers. 
It is part of the clinic's intake philosophy that the 
parents be as motivated as possible for treatment and that 
treatment is usually for themselves as well as their relation-
ship to their child. Parents are not seen in the clinic mere-
ly as adjuncts to their child's therapy, but as clients in 
their own right. 
The clinic sees fathers during intake according to the 
needs of the family. Which ever parent calls the clinic is 
t old that the clinic likes to see "parentsn and the decision 
as to whether one or both parents come in is usually left 
entirely up to the family to decide initially. It is agreed 
that the father is an important figure in the life of the 
4 
child and that he may play a s:tgnificant role in the develop-
ment of many of the child 1 s symptoms. The clinic rarely sees 
a child if the mother does not enter treatment. The situation 
where the mother and child is not offered treatment when the 
father refuses to enter treatment is seldom encountered. The 
clinic shows interest and makes an attempt to help meet 
fathers who come to the clinic to enter into treatMent if it 
is indica ted. 
The presenting problems of children seen in the a gency 
are varied and it would be helpful to know something of the 
pattern that they form. The current load of active cases was 
examined. The case load is predominantly boys with a ratio 
oi' about eight boys seen to every three girls. In every 
twelve cases five of the presenting p roblems are about prob-
lems which indicate a passive withdrawing type of reaction, 
problems which do not involve acting out types of behavior. 
Another four out o:f each twelve show behavior \..Jhich is acting 
out in nature, either delinquent or pre-delinquent. The re-
maining three out of twelve show behavior that is related to 
poor school work and the initial complaint is in relation to 
this. These categories are of course only very rough ones, 
but they do give indication of the general type of probl ems 
that are seen at this particular~_plinic a.: t the current time. 
CHAPTER III 
METHOD OF STUDY 
The case records of twenty-four families were used in 
this study; twelve contained fathers who entered treatment 
after being seen in intake and t\velve, fathers who did not 
enter treatment after having been seen in intake. These cases 
were chosen on the ~asis of the time when the case was origi-
nally made known to the clinic. In each of these two cate-
gories of fathers the period of June, 1957 was chosen as the 
latest date when the case could have first come to the clinic. 
'!~hen going backward from thi's time the first twelve fathers 
that fit into each of the two categories were chosen. Cases 
were excluded when they were being studied in the clinic's 
project on run-away children, when they were re-applications, 
or when there was incomplete data. 
In order to be accepted into the study the child that was j 
referred to the clinic must have been accepted into treatment, 
and the mother and the child must have been _seen in the clinic 
over a period of several months . The cases where the father 
didn't continue into treatment were considered to be those 
cases where the father was seen less than four times after 
intake. The cases that were considered as having entered 
treatment were those where the fathers were seen more than 
four timesafter intake. In fact the ·fathers in the continuing 
treatment group were all seen considerably more than four 
6 
times, and there was only one case in the non-continuing 
group where the father came in three times after intake and 
then dropped out. 
In the child guidance field the importance of the total 
family unit, in understanding the dynamics of the child's 
symptoms, and in better being able to treat their symptoms, 
has come more and more apparent. In the past the family 
member that was most often not considered was the father. The 
importance of seeing and treating the mother was expected 
much earlier. In recent years there has been increasingly 
more attention paid to the father and his role in the family, 
both in health and in times of breakdown. In child guidance 
work it would be helpful to know what factors lead the father 
of the family into becoming a client. 
In Chapter I some studies that have been done in this 
area have already been mentioned. From this material we have 
seen that the father is an important member of the fami l y 
group and needs to be considered in making a treatment plan 
for the child, althoug h it is not wise to take the father into 
treatment just for the sake of having him in treatment. 
Having evaluated the father and found him to be important 
in the family and in the treatment of any problem area, next 
we must look at what it is that brings the father into treat-
ment. At the present time several studies are being done 
attempting to find what it is that brings the client into 
7 
active treatment. Lillian Ripple has done considerable work 
in this area. Her thesis is that "the client's use of ca s e-
work service is determined by his motivation, his capacity, 
and the opportunities afforded him both by his envi~9nment and 
by the social a g ency from which he seeks help."l . 
Discomfort has been suggested as a force behind the use 
~ 
of case work services . ' We have long recognized that a cer-
tain amount of anxiety is crucial in making use of help or o f 
making any change. It is impossible to really measure the 
anxiety and the amount o f discomfort that a father might have, 
but we know that certain things can promote anxie ty. One of 
these could be the guilt that a man would feel, correctly or 
incorrectly, that he is at fault and that he plays an im-
portant part in his child's being as he is. It would be 
interesting to know what type of problems stir up anxiety on 
the father's part. In a study by Aberle and Naegele we see 
some indication o f the type of problem that bothers at least 
one class of men.2 
The recurrent concerns expressed involves lack 
of responsibility and initiative , inadequate perform-
ance in school, insufficient aggressive or excessive-
ly passive behavior, athletic inadequacies, over-
1Lillian Ripple; "Factors As so cia ted with Continuance 
in case work Service," Social Work, vol . 2, no. 1 (January 
1957), p. 87. 
2Aberle , David F. and Naegele Kasper D·, 11Middle Class 
1i'a therst Occupational Role and Attitudes Toward Children," 
A.IDer-ic·a.n:- J oMEna:r -oi.--<rr -cl'iio-es:tcn1:atry, vol. 22, no. 3 (April 
T952), p. 3 • 
- - - ·==-===· - --=--==-== 
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conformity, excitability, excessive tearfulness, and 
the likelihood of possible involvement in homosexual 
play, and 'childish' behavior. In all of these cate-
gories more boys were objects of concern than girls; 
in some mapy more boys, and in some no girls ·were 
mentioned.j 
A possible reason for this concern by middle class fathers 
about their children was also given in this same study • 
• • • All of the traits we have mentioned as matters 
of concern are ••• from the father's point of view 
••• prognosticators, direct or indirect, of adults 
traits which will interf~re with success in middle-
class occupational life.4 
In setting up a schedule to investigate the factors in-
volved in the father's entrance into active treatment it was 
necessary to consider the variables that have been shown to 
be important in the father's relationship t o his family, and 
to his making contact with a child guidance center. These 
are important because they are the crucial factors involved 
in the treatment of the whole family. 
The schedule can be divided into three general areas 
when the questions are classified according to the type of 
information that it was designed to elicit. The three types 
include background information, family relationships, and 
attitudes held by the father. Background information is 
needed in order to determine social class which has been shown 
to effect the parents and their feelings toward the problem 
9 
10 
a child might present. such inf ormation as the income, re-
ligion, education, and work history are included in this area. 
Family relationships are important in that they have been also 
shown to influence the father's interest in coming to the 
clinic as well as his feeling s about his children. Question s 
include the worker's evaluation of the relationship between 
assess the motivation he has for coming to the c l inic and the 
desire he has to alter his relationship with the child. 
There are some questions which do not fit into any of 
these three major categories. The importance of the child ' s 
probl em to the father can only be viewed in relation to what 
the problem actually is. The age of the child and the sex is 
also of importance in evaluating the problem and the effects 
of the problem. The number of other siblings in the family 
would be of importance in judging the reactions of the father 
to the problems of the child being seen at the clinic . 
Another area that didn 1 t fit into the three major cate-
g ories is the facts around the actual clinic contacts and 
when they took place and under what circumstances. The ob-
jective situation of the clinic's initial treatment o f the 
father could well bear on his feelings about becoming a client 
at the clinic. 
The schedule was applied to the intake records of the 
twenty-four fathers in the sample. The information gathered 
was then compared for the two parts or the sample in order to 
find which or these factors seem to be relevant. It is im-
portant to determine to what extent the various background 
factors influence the attitudes or the rather. 
The study is limited because or the size or the sample 
and the fact that the sample was drawn from the records or a 
single agency (The worcester Youth Guidgnc,e - center). A 
further limitation is the fact that the original data was not 
collected for the purpose or the study. Certain questions 
could not have been answered because the information was not 
recorded . The limits or the study will not allow for signifi-
cant statistical generalizations, but they will give some 
indications and tentative conclusions can be drawn about the 
questions under study. 
- = ----=---
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CHAPTER IV 
RESULTS 
12 
better economic position. In both groups the most common fee 
is that of five dollars an interview, which represents an in-
come of between seventy five ru1d one hundred dollars a week . 
This income would also appear to be the median income for 
both groups as well . There is a difference in the mean in-
come however with the fathers who enter treatment having a 
mean income o:f approximately ninety-four dollars a week, while 
the :fathers who do not enter treatment have a mean income of 
about seventy-eight dollars a week. It seems that although 
the groups are in many respects similar as :far as income is 
concerned that there is a concentration of low incomes in the 
group where the father didn't continue in treatment, with two 
men who are currently unemployed at the time of intake as 
well as a third man who had been unemployed for some time 
previously due to an injury. 
Fee Paid 
$1 . 00 
2 . 00 
3 . 00 
4.00 
;;.oo 
6.00 
?.00 
10.00 
15.00 
20.00 
TABLE 1 
THE FEE PAID IN RELATION TO WHETHER THE 
FATHER ENTERS TREATMENT 
Entering Treatment 
0 
1 
2 
0 
6 
l 
0 
1 
0 
1 
Not Entering Treatment 
3 
0 
0 
l 
5 
0 
2 
1 
0 
0 
13 
The rathers who enter treatment are predominantly Protes-
tant, while the men who didn 't enter treatment are predomi-
nantly catholic. The number o:f Jewish fathers in both groups 
11 is very small. 
Al though a difference in religion in the two groups is 
:found it is impossible to determine the meaning of this, be-
cause the role or religion was not studied. 
TABLE 2 
RELIGIOUS AFFILIATION OF FATHERS 
Religion 
Protestant: Continuing 
Non Continuing 
catholic: Continuing 
Non continuing 
Jewish: Continuing 
Non Continuing 
Number of Fathers 
I I I I I I I I I I 
I I I 
CZJ 
1/7/711/7 
I I 
177 
D - one father 
There was insufficient data about the level of education 
in the two groups. There seems to be some indication that the 
:fathers who entered treatment have a sl ightly higher level of 
1 education, as there are four in this group who~ known to 
have some college training, while there was only one in the 
group of fathers who didn't enter treatment who is known to 
have college training, and it seems unlikely from the type of 
employment that any more of these fathers have education be-
yond high school. The employment however is not always indi~ 
tive of the education level; in the group of fathers who did 
enter treatment the father with the lowest income and very 
menial job had a college degree, while the father with the 
highest income and a very resp ons ible position did not go to 
college. 
The work history in both groups of fathers is very simi-
lar with the majority of the fathers in both groups having a 
good work history. (See Tables I & II in Appendix.) 
The ages of the fathers in these two groups is very simi-j 
lar, although the fathers who didn't continue in treatment 
seem to be slightly older. The mean age of the fathers who 
continue in treatment is thirty-six years, and the mean age ofl 
th f th h d I t t . . t t t · t ·h · t 1' e a ers 1-1 o on con 1nue 1n rea men 1s 1r y-seven ani 
a half. The median age in the two groups is thirty-four and a l 
half for the fathers who continue treatment and thirty-seven I 
and a half for the fathers who don't continue treatment. The 
difference in ages of these two groups of men does not seem to l 
I 
be great enough t o consider that this would account for the 
differences in their feelings about coming into trea.tment~ 
Five of the children of father s who don't enter treat- I 
ment were brought to the clinic because of problems that either 
had already, or could in the future, involve them with legal 
-===· 
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I 
authorities in the community . In seven of the cases the 
child's presenting problem did not seem likely to involve any 
legal action or any other type of outside of the family au;l. 1 
thority which might cause the child to be brought to the 
I clinic. 
It can be seen that the majority of the presenting prob-
lems are of the non-delinquent type. 
I 
Only one of the children 
can be said to be presenting behavior that is anywhere near 
I' being delinquent . There are two children that are having 
difficulty with school work, and one of these is the same 
child that had shown delinquent behavior. The kind of problems 
that the majority of the children present are ones that are of 
concern mostly to the parents who are living with them and not 
to any outside agency which might put pressure on the parents 
1
1 to bring the child to a chil d guidance clinic. 
One of the more interesting findings relates to the type 
of problem that the chi ld is brought to the clinic for. The 
children whose fathers later enter into treatment are over-
whelmingly boys who have non acting out type of behavior. 
1 Their behavior is quite definitely non delinquent and the type , 
I ,, of behavior which will get them into little or no trouble out-
side of the home. These youngsters are not aggressive nor 
acting out in their behavior on the contrary they seem to be 
quiet, passive, youngsters. This would seem consistent with 
I the findings of the study previously sighted which found that 
I 
II middle class fathers are most often concerned about their male 
--=-=== -- ----==----===~ =--~= - --== .:= =--
I 
II 
offspring when they do not show those attributes which would 
he1.p them in advancing in the middle class occupational 
1 scheme. The types of complaints in this group are such 
thing s as retarded behavior, bed wetting, varying fears, and 
infantile behavior. Few of the children are seen as over 
active or too independent, and only one of these children 
appears to be delinquent. This is in marked contrast both to 
the group of children "\-Jhose fathers didn't enter trea tmen.t bu t ' 
also to the clinic population as a whole. The general cl inic 
population is made up largely of boys, but not to as large an 
extent as the children of the fathers who entered into treat-
ment; here there is only one girl in twelve cases. In the 
II 
I general clinic population the proportion is about three girls 
to every eight boys. The children of the fathers who did not 
enter treatment are more similar to the total clinic population! 
1 with thr e e girls and nine boys. The types of problems pre-
II 
I 
s ente d in the total clinic population divided roughly into 
three g roups: school problems, delinquent behavior problems, 
and non acting out problems. In the clinic population five of 
every twelve are of the non acting out, non delinquent tJ~e of 
problem; four of every twelve are delinquent type problems; 
and three of every twelve are school problems, that is prob-
lems concerned with poor school achievement. In the sample 
h 
1Aberle, David F . and Naegele, Kasper D., "Middle class
1 
Fathers' occupational Role and Attitude Toward Children," • 
American Journal of orthopsychi~, vol. 22, no . 3 (April =+ 
1952), P• 366. 
=-- = -------- -- -
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population s 'chool problems do not seem to play a very import-
ant role in either of the groups. The number of children who 
show delinquent behavior in the sample population of fathers 
that didn 1 t enter treatment is only slightly larger than that 
I 
of the clinic population, while the ·number of children who 1 
I 
have non acting out problems is also somewhat above the clinic 1 
population as a whole. The difference between the total I 
clinic population and the children whose fathers didn't enter I 
treatment is slight. Comparing eithe r of the two formerly j1 
mentioned groups with that part of the sample that represents I 
the fathers that did enter treatment though is quite interest- I 
ing, for we find that in the entire twelve children there is 
only one child ivho has a problem that is of a delinquent 
nature. This does seem to point out that fathers feel in some I 
way mo r e push to enter treatment themselves when thei r chil-
dren ' s behavior is of a markedly pa ssive non aggressive nature. ' 
I 
TABLE 3 
TYPE OF PROBLEM AS FOUND IN 
BOYH GROUPS OF FATHERS 
Type of Problem 
Acting out: Continuing 
Non continuing 
Non Acting Out: Continuing 
Non Continuing 
Number of Fathers 
D 
rr1 1 77 
17-TTT/ I 7 7 7 7 7 
r,TTTTI 17 
h 
18 
The a g e of the children seen in both groups are quite 
similar. The mean ages of the two groups of children are 
eight years for the children whose fathers continue in treat-
ment and eight and a half years f or those fathers who do not 
continue in treatment. The median age of the two groups shows 
up some difference in the ages of the two groups with seven 
being the median age for the children whose fathers continue 
in treatment and eight and a half being the median age of the 
children whose fathers do not continue in treatment. It would ' 
seem that there is some tendency for more of the children whose l 
I 
fathers enter into treatment to be in the young er age groups . 
The over-all difference in the two groups hoHever does not 
seem to be g reat .. 
As s een in the g roup of fathers who enter treatment there 
1
1 
are eleven sons and one daughter . Of these eleven sons eight 
are either the only son or the oldest son. In most cases 
there are other boys in the family as eight of these fathers 
have sons other than the one in treatment. In all twelve 
cases there are other children in the family. In half of there 
cases the child being seen is the oldest child in the family. 
In the group where the fathers did not enter treatment 
there are nine boys, seven of thes e boys are either the oldest 
or the only son. In five ou t of the nine cases there are 
other boys in the family . Including fathers of both boys and I 
g irls the child seen was the oldest in the family in six cases. 
There is only one case where the child seen is an only child . I 
19 
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The picture presented in these two groups as far as the 
pos:i tion of the child in regard to other siblings is concerned 1 
I 
is very similar, with the child seen being in half of all the 
cases the oldest child in the family. In the majority of the 
cases there are other children in the family. 
Of the fathers who entered into treatment the initial 
motivation for coming to the clinic in the majority of cases 
came from the father himself . There was only three cases 
where there was evidence that the father was pressured by any-
.1 
one else to come into the clinic for the initial interview. 
In three cases where there seemed to be pressure the source 
was in two cases the wife and in the third the clinic . Ex-
amples of these different initial motivations come from the 
case records. 
In the Park case Mrs. Park came in for the 
initial interview and expressed a great deal of inter-
est in having the worker talk with M.r. park. She 
mentioned several times that she thought it was im-
p ortant for Mr. Park to come in . In the interview 
with Mr. Park he speak s of his wife ' feeling he 
should take more responsibility .' 
This case was considered one where the father was pres-
sured by his wife into coming into the clinic. It contrasts 
greatly with the Emerson case where the father seemed to be 
completely self motivated. 
Mr. Emerson made the initial phone call to the 
agency after being referred by the family minister. 
He came with his wife to the first interview and took 
an active part in the interview . 
In the only case where the agency played an important part 
20 
in bringing the child in the mother was a stepmother and it 
seemed important to talk with the father who could give a 
better view of the problem over the child's whole life. 
For seven fathers who didn't enter treatment the initial 11 
motivation for coming to the clini c was their own, that is 
there was no indication that there was any force put on them 
from any out'S ide force. In .five of the cases it was evident 
that there had been outside force from some source. In two 
I 
of these cases the wife supplied the impetus and in two of the ' 
others the court did and in the fifth the agency was active 
in having the father come into the clinic. case examples 
here will be limited to the cases where the court 1vas active 
in having the father seen. 
In the Greene case there was pressure placed on 
both parents to come to the clinic about their four-
teen year old son who had sexually molested a four 
year old girl, the juvenile court felt that it was 
important that the child have psychiatric help and 
that the parents co-operate with this. 
One of the findings was the relationship between the 
initial motivation for the fathers coming to the clinic and 
hi s continuing in treatment. This does not seem to hold in 
the data gathered. The fathers who didn 1 t continue in treat-
ment were self motivated in coming almost as often as the 
fathers that did continue. As seen in the chart below (Table 
ij), the only major difference is that there are two fathers 
who came because of pressure from the court among those 
fathers who didn 1 t enter treatment. This similarity may have 
I 
~ 
21 
' II 
I 
ll 
I 
occurred because the case worker is not always aware of the 
subtle pressures placed on a wife by her husband to get him to 
come to the clinic. It is also possible of course that in 
both groups the majority of the fathers really wanted to come 
into the clinic for some reason, and that in some of the cases 
the reason was not a wish for treatment for themselves, or did 
not develop into such a wish for some reason. 
TABLE 4 
MOTIVA TING FORCE ·FoR INITIAL CONTACT WITH AGENCY 
AS FOUND IN BOTH GROUPS OF FATHERS 
Motivating Force 
Self: Continuing 
Non Continuing 
Wife: Continuing 
Non Continuing 
Clinic: Continuing 
Non Continuing 
Other Agency: Continuing 
Non Continuing 
Number of Fathers 
~I I I I I I I I 
Ill I I I I I 
I 7 I 
I I 7 
n 
I I 
17- one father 
In the group of fathers that did enter treatment seven 
relt a great deal of concern about their child's problem and 
22 
five felt a moderate degree of concern. The picture was quite l 
similar in the group of fathers that didn 1 t enter treatment; 
h here four of the fathers felt great concern about their 
I! child's problem, seven felt moderate concern, and only one had 
no concern about the problem. 
All of the fathers agreed that there was a problem but 
there was some difference in the degree of cone ern about the 
problem shown by the fathers. More of the fathers who entered 
treatment felt great concern about the problem and more of the 
fathers who did not enter treatment felt moderate concern. 
(See Table 5.) 
TABLE 5 
FATHER~ CONCERN FOR CHILD ' S PROBLEM 
Degree of concern 
None: Continuing 
Non Continuing 
Moderate: Continuing 
Non Continuing 
Great : Continuing 
Non Continuing 
Number of Fathers 
D 
I I I I I I 
I I I I I 7 I I 
I I I I I I-T7 
I I I I I 
n- one father 
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In viewing the problem that their child was brought to 
the agency for help with the majority of the fathers who did 
not enter treatment felt that they played little or no part 
in the development of this problem. None of these fathers 
felt that they were entirely to blame for the child's prob-
lems. The clinic's view of the situation and the father's 
part in the problem varied and in at least six cases it was 
felt that the father did play an important part in the de-
velopment of the child's symptoms. In a few of the cases how- 1 
I 
ever it did seem obvious that the role of the father was a 
very small one and the major part of the problem lay in the 
mother-child relationship. 
The Nelson case will give a good example of the last 
mentioned situation, where the clinic agreed that the role of 
the father was probably a small one. 
In a joint interview both parents recognized tha t 
the problem with carl largely showed up in the relation-
ship with the mother; it was to the mother that he 
told lies and from the mother that he stole. When-
ever carl misbehaved his father need only come in the 
room and the behavior would stop. There seemed to be 
a good relationship between carl and Mr. Nelson. 
An example where the father denied responsibility, but 
the clinic felt that the father was partly to blame would be 
in the Greene Case, which has been previously sighted. 
Both Mr. and l'lrs. Greene claimed that the major 
difficulty with Robert was between the mother and 
Robert and that the fa~~er played no part in the boy's 
difficulties. (Robert had sexually molested a young 
girl.) Yet to the clinic it was obvious that Mr. 
Greene had many conflicts over sex and over his 
identity as a man and was not offering a satisfactory 
object of masculine identification to his son. 
In all but one of these cases the father who did enter 
treatment seemed to feel that he played some part in his 
child's problem behavior. Three of these fathers felt that ~~ 
they were entirely to blame for the child's difficulties; 
eight of them felt that they shared in the child's developing II 
as he did. In only one case did the father seem to feel that 
he played no part in the child's problems. I' 
The clinic in viewing the role of these fathers in the I I 
development of their child's problems agreed with nine of the 
fathers that they had pla.yed an important role in the child's 
problem and they were taken into treatment largely for this 
reason. In three cases, including the father who projected 
the blame for his son 's problem, the father was taken into 
,, 
treatment largely because it was felt that the father himself 1 
was highly motivated for treatment. 
An example where the responsibility is shared for the 
child's problems Hould be in the Emreson case. (Previously 
sighted). 
Mr. Emerson told the worker that he felt that 
part of Dick's problems was due to his (the father's) 
own temper and lack of control over it and tl:-.18. t this 
caus ed Dick to be afraid of him. Hr . Emerson also 
comrnented on some of the likenesses between himself 
and his s on. 
An example where the father takes all of the blame for 
his child's problems Hould be in the Park case. (Previously 
mentioned) • 
2.5 
In a joint interview Hi th his wife r1r. Park took 
responsibility for Ronald's behavior saying that for 
some reason Ronald always acted worse when he was 
around and became more nervous and excitable. Mr. 
park felt that this was because he didn't know how to 
be a goo d father to Ronald. 
One of the most outstanding differences between these 
two groups of men is in their feeling of responsibli ty for 
the problems that their children present. The fathers who 
did not enter treatment seem to feel fundamentally removed 
from the child's problem. Of the fathers who didn't enter 
treatment eight of them felt that they were not responsible 
for their child's problems, and four of them felt some degree 
of resp onsibility. This contrasts markedly with those fathers j 
who entered treatment, as here all but one of them felt some 1 
degree of responsibility for their child 1 s presenting prob-
lem, with three of them feeling totally responsible. There 
is high correlation between a fe eling of having caused the 
child's problems and entering into treatment. One possible 
reason f or this .-::;,~J0;¥ld sbe~r J.the ;: fathers r whe nemter treatment could! 
feel more guilt for having caused their child 's difficulties 
and therefore feel a greater need to do something themselves. 
The fathers who did not enter treatment could have had po -
tentially many of the same feelings but had something go 
wrong in the casework situation which prevented them from 
bringing their feelings to full recognition. 
I 
r 
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TABLE 6 
FATHERS STATED RELATIONSHIP TO CHILD'S PROBLEM 
Relationship 
to Problem 
Projects all 
responsibility 
Shares 
responsibility 
Feels entirely 
responsible 
Entering 
Treatment 
l 
8 
3 
Not Entering 
Treatment 
8 
4 
0 
II 
l 
A feeling of responsibility for helping their child with 11 
his problem is seen in all of the 
treatment. The majority of these 
fathers who enter into I 
fathers, eleven of them feel 1 
I 
that they will take a share in helping the child to a better 
adjustment. one of these fathers however feels that he must 
be totally responsible for helping his child wi thbis problem. 
This is the case of the child Hi t..h a school phobia and the 
father's feelings were an obstacle in getting the child into 
treatment . This is in contrast to the fathers who didn•t 
enter treatment as here seven of the fathers feel that the 
responsibilj_ty for helping their child is outside of them-
selves, v-rhile only five of these fathers feel any need to 
share in this task. 
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TABLE 7 
FATHER'S FEELING OF RESPONSIBILI~Y FOR 
HELPING WITH CHILD'S PROBLEM 
Responsibility Entering Not Entering 
Placed Treatment Treatment 
outside of self 0 7 
Shares with others 11 5 
Totally within self 1 0 
All twelve of the fathers who enter treatment feel that 
they were in some way responsible for helping their son or 
daughter with their problems, one of these fathers seemed to 
ll 
feel that it was his responsibility to do everything, although1 
I 
this was not one of the fathers who felt that he was totally 
responsible for his child's behavior. All twelve of the 
fathers were to some degree concerned about the behavior of 
their children, seven felt that the child's behavior was a 
major problem and they were greatly concerned, while five of 
the fathers s h owed a moderate amount of concern. I 
I 
The feelings of the fathers vJho don't enter treatment ,. 
concerning who is responsible to help with and do something I 
about the child's problems are of two kinds. There are those 1 
fathers who feel that someone else will have to be totally 
responsible for bringing any change about. These fathers 
usually insist that they are doing everything that they can 
do now to help the child and further that they were not the 
= ------- -
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ones who caused the problem. Those fathers who deny any re-
sponsibility for the child 1 s problem will most often refuse 
to feel any responsibility in helping with the problem. In 
eight of the cases the father projects the blame for the 
child's problems and with only one exception; these same 
fathers feel that any change will have to be brought about by 1 
someone else. All four of the fathers who share the responsi- ~ 
bility :for the child • s problems share the task o:f helping the 
1
1 
child, at least t heoretically. 
The relationship between the father and the mother i n 
the cases where the father did enter treatment seemed to be a 
poor one. There are eight cases where the relationship be-
tween the parents was classified as poor, in two cases the 
r elationship seemed to be fairly good, and in only two cases 
'' did there seem to be a really good working relationship be-
tween the husband and the vlife. 
In evaluating the relationship of the parents where the 
father didn't enter treatment it seemed that in ten cases 
there was some degree of difficulty. In six cases the parentsll . 
relationship was adjudged by the cas e worker as being poor, 
while in four the relationship seemed fair. In only two cases ! 
did the relationship seem to be a good one and the parents 
were working together. 
In both groups of fathers the relationship between them 
and their wives is most often poor. It would seem that this 
is more an indication of the total family breakdown that 
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brings a family into treatment than of the father~ ability to I 
II 
work on his own problems or to help his child. There does 
seem to be some sign, at least as far as the ability to work 
together in the clinic goes, that the fathers who enter 
ment are better able to work with their wives on their mutual !1 
problems in that they have more joint interviews. The re- 1 
lationship between the parents does seem important in the 
clinic's evaluation of the total situation. In several of the 
cs.ses where it was felt that the father played an important 
part in the child's problem it was because of his part in the 
poor relationship between the parents which was influencing 
the child's behavior. An example of this would be in the park 
case (previously sighted). 
The relationship between Mr. and Mr. Park was such that 
~r . park was definitely dominated by his wife. In 
joint interviews she did most of the talking and 
would often contradict or interrupt her husband. One 
of the treatment goals in this case was to improve 
the relationship between the parents and help Mr. park 
to take on a more active and masculine role in the 
family. 
Quality of 
Relationship 
Good 
Fair 
Poor 
TABLE 8 
RELATIONSHIP BETWEEN PARENTS 
Entering 
Treatment 
2 
4 
6 
Not Entering 
Treatment 
2 
2 
8 
-------------------------------
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contrary to what might be expected when there is so much 
disagreement on the part of the husband and wife they do man-
age to get together concerning what they see as the child's 
problem. In all but one case in both groups of fathers both 
parents agreed to what that child's behavior was like and what 
I 
part of it was the problem with which they wanted help. In 
the one case where there was disagreement the parents see the 
child's behavior as similar, but the father feels that this 
is not the problem that the child needs help with. This 
father saw the child's behavior as the mother did but felt 
that the problem was elsewhere. The father's view h ere was 
more like that of the clinic 1 s. This father, who also pro-
jected the blame for the problem, was offered treatment but 
refused it. It is also of interest to note that none of the 
fathers felt that there wa.s no problem. Although one of the 
fathers felt that the problem was not a serious one, he too 
did not enter treatment. 
Seven of the fathers who enter treatment had their first 
contact with the clinic in a joint interview; the remaining 
five were seen privately for the first interview. Six of the 
fathers first came to the clinic with their wives when they 
both had their first interview. The other six were seen after ! 
their wife had one or more contacts with the clinic. 
In seven of the twelve cases who didn't enter treatment 
the initial contact with the clinic took place in the presence ! 
of the wife ; the other five fathers were first seen in private 1 
=====! 
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t interviews. The husband ' s rirst contact with the clinic usual- j 
ly took place after the wife had been seen one or more times; 
this was true in seven of the cases. In four of the cases the l 
husband came with the wife for the initial interview. In only 
one ca se did the father have the first interview with the 
clinic, and this was unique in the entire sample. In t his 
ca s e the wi fe called the clinic and made the appointment, but 
the hus band kept the appointment. 
The time at which the father was initially seen by the 
clinic in relation to when the mother was seen was similar in 
ttvo groups. There was only one father, and he didn 't continue 
in t reatment , who was seen before the mother; a ll of the othe~ 
were seen either after the mother had been seen at l east once 
or at the same time the mother was seen for the first t ime . 
Of t he fathers that continue d in treatment six were seen after 
the mother and six were seen a t the same time as the mother 
fo r their initial contact with the agency. Of those fa thers 
who d idn ' t continue in treatment seven were seen after the 
mother had been seen, and fiv e were seen eithe r at the same 
time or before the mother had been seen. 
In both groups five cases had individual first intervi ews 
and in the remaining seven cases in both groups the first 
interview was a joint one with the wife pr esent . 
I 
The se fathers who la ter enter treatment were seen a total 
of thirty -one times during t he intake period. Sixteen of 
these i n t erviews were held privately and the other fifteen 
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were joint interviews. Three of the fathers were seen only 
in j oint interviews before they entered treatment, and three 
of them were seen only in private interviews . The o ther six 
had both private and joint interviews. 
There was a total of twenty-nine interviews wi th the 
twelve fathers who didn ' t enter treatment during _ the intake 
The number of' interviews for each indi vidual client II process. 
rang ed from one to four . Of these twenty-nine interviews ten 
of them were joint ones with the wife and nineteen of them 
were conducted privately . In only ~~o cases were the joint 
interviews the only contact with the clinic, while in five 
cases the father only had private interviews, with no joint 
interviews. In five cases there were b oth private and joint 
interviews. 
Th e total number of intake interviews for the two groups 
of fa t hers are very similar. There were thirty-one interviews 
held with the fathers who entered treatment and twenty- nine 
with those who did not. There does seem to be a difference 
howev er in the way the interviews were c onducted . In the 
group tha·t; entered treatment the number of joint and the num-
ber of private in tervie1r1s were split evenly with sixteen pri-
vate i nterviews and fifteen joint intervim~s. In the group 
that didn ' t enter treatment the number of private interviews 
far outweighed the number of joint interviews with nineteen 
private interviews and ten joint interviews. This seemed re-
lated to a greater tog ethe rness on the part of the parents 
where both parents later entered into treatment . 
Employment was raised as a possible problem in arranging 
interviews by eight of the fathers who did enter treatment; 
one of these eight felt that it would be a serious problem, 
while the other seven felt that it would present some diffi-
culty and would need to be worked on. I In four cases there was 
no mention of employment being an interferin g fact or in the 
arranging of appointments. 
The employment of the fathers who didn ' t enter treatment 
and how it might interfere with clinic contacts was not even 
ment ioned by seven of these men; two of them mentioned that 
there mi ght be some difficulty with this, but that it could 
be worked out; and three of them felt that there could be no 
further contact because of the difficulty in arranging a time 
for the interviews . 
One of the difficulties faced by most men in coming to 
a social agency is the arranging to be away from their place 
of employment during working h ours. It was expected that many 1 
of the fathers who didn ' t enter into treatment would use their 
emp loyment either as a rationalization or as a reality reason I 
,, 
for why they were unable to do so. The data indicated the 
contrary. Of the twelve fa the rs who did not enter treatment 
only three of them said tha t it was because it would be im-
possible to come to the a gency because of their working hours. 
This was a greater number than the fathers who did enter treat-, 
ment as here there was only one man who felt that it would be 
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impossible to arrange an appointment time. This man did have 
considerable difficulty with this but he did enter treatment I 
I 
in spite of this. The major difference in the two groups ~ws 
up in considering the number who felt that their employment 
mi ght cause some difficulty but not an overwhelming one and 
the number vJho did not mention this at all as a possible prob-1 
lem. Only tV<JO of the fathers who did not enter treatment saw I 
their 1rJOrking hour s as a slight problem in arra.nging an 
appointment time, while seven of these men did not mention 
this at all as a possible problem. This contrasts \-Ii th the 
fathers "\IIJho did enter treatment where seven of them saw their 
working as a problem that would cause some problem in arrang-
ing appo intmen t and only four of them did not mention this as 
a problem. one reason for this might be that the fathers to~ho 
didn't enter treatment had never really considered this and 
therefore had never evaluated the reality difficulties that 
relat e to set ting up appointments • . The number of fathers who 
did n ot continue who were self employed does not seem to 
account for this diff erence because two of the self employed 
fathers did feel they would have a problem setting up an 
appointment time. (See Table 9 on next page.) 
The clinic ' s evaluation of the fathers who did enter 
treatment is usually in the record. In the cases Hhere the 
father didn't enter into treatment an evaluation was often 
not included. In eight of the cases where the father entered 
treatment the clinic felt that the father played an important 
-, 
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TABLE 9 
EMPLOYMENT AND THE SCHEDULING OF APP OINTMENTS 
Degree Employment 
a Problem 
No p r oblem 
Slight problem 
serious problem 
Entering 
Treatment 
4 
7 
1 
Not Entering 
Treatment 
7 
2 
3 
part in the child 's symptoms and should be seen because of 
this. In the other four cases the father's high motivation 
for treatment seemed to be of more importance than anything 
else in deciding why the clinic excepted h im in treatment. 
In six of the twelve cases where the father didn't enter 
t reatment there was statements in the record that the father 
was i mportant in the child ' s problem, and in seven cases was 
offe red to these fathers and the father refused to continue 
contacts with the clinic. In one case the father was offered 
help and started treatment but stopped c oming after three 
interviews. In four cases the clinic felt that it would be 
either unwise or unnecessar.r to offer help to the father. 
It would be i mportant to know if the factors of attitude 
related to the entrance into treatment are influenced by the 
background characteristics of these tHo groups. The two most 
outstanding differences in the two groups of fath ers that are 
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not a part of their attitudes are their religious affiliation 
and the type of problem that their child is brought to the 
clinic for. Looking first at the difference in religious 
affiliation we see that the majority of fathers who enter 
tre atment are Protestant 1-rhile the majority of fathers who do 
not enter tr eatment are catholic. It is possible that the 
I 
attitudes toward their relation to their child ' s problem and 
their feeling of ~esponsibility for helping the child with 
his problem is related more to religious difference than any-
thing else and it is important to see if this is true before 
any conclusions can be drawn from the data. 
The relationship between religion and the attitude the 
father h as toward h is responsibility for helping the child 
with his p roblem do not seem to be interrelated as far as the ! 
Protestant and catholic faiths are concerned. The two Pro-
testant fathers who did not continue in treatment place the 
responsibility for helping their child outside of themselves 
as do five of the catholic fathers who do not continue in 
treatment. Of the two catholic fathers who do continue they 
share the responsibility for helping their child as do eight 
of the Pro testant fathers who continue in treatment. Al l 
three of the Jewish fathers in the sample share the res ponsi-
bility for helping their child; this includes the two Jewish 
fathers who do not continue in treatment. 
There also seems to be no relationship between religion 
and ho1--1 the father feels about being in some degree responsible 
=== ==------ - - -==--==-
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fathers who do t 
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for his child's symptoms . The two Protestant 
not continue in treatment project all of the blame for their 
child's problem, in contrast to the nine Portestant fathers 
who do enter treatment, who either share or introject the 
responsibility for their child's problems. Of the two Catho-
lie fathers ::who continue treatment one introjects the blame 
for their child's problem and the other shares the blame. Of 
the catholic fathers who don 1 t enter treatment six project 
the blame and two share the blame. The difference in the 
Jewish father who continues treatment pro jects the blame for 
the child's problems , whil e the two who do not enter treat-
ment share the blame. 
As far as the catholic and Portestant groups are con-
cerned there is no apparent relationship between their atti-
tude toward their child's problems and responsibility for 
helping t he child that is based on their religion. In the 
very small group of Jewish fathers the data has been so incon-
sistent that it is impossible to determine how their religion , 
and their feelings about their children's problems correlate . 
Other factors that seem relevant are the type of problem 
presented by the child and the attitude of the father toward 
his part in the problem and his feeling of sharing in the 
responsibility for solving the problem. There are seven 
fathers who didn 1 t continue in treatment who have children ~~ 
with . non delinquent type problems, and eleven such fathers I 
in the groups that did enter treatment. An ·area ·-.to e.xplore: is 
- -- -----=~=~- - ---· 
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the factors that are similar in the whole group of these fa-
thers. The sex difference is much different in the two parts 
of this group with only one girl having this type of problem 
among the fathers who cont funue treatment, v.rhile three of the 
seven children of fathers who do not enter treatment are 
girls. It is possible that this type of passive behavior is 
less threatening to a man when it comes from a daughter than 
when it comes from a son. The attitude toward the problem 
and their part in the problem is different in these two groups 11 
of fathers of passive youngsters. With the fathers that con-
tinue only one projects the responsibi l ity for the child's 
problem, while in the group that enters treatment three of the ' 
fathers project the responsibility and four of them share the I 
responsibility. or the fathers who continue treatment eight j 
of them share the responsibility for the child ' s problems and 1 
two of them feel totally responsible. There does not seem to 
be any particular relationship between the type of problem 
and the feeling of responsibility on the father's part that 
is common to all non acting out children's fathers. 
In the responsibility for solving the child's problems 
all but one of the eleven fathers who enter treatment are 
willing to share this responsibility, while one of them feels 
that he should take the total responsibility for helping his 
child. or the seven fathers who didn't enter treatment who 
have children with a non delinquent type of problem, five of 
them are willing to share in helping their child and two of 
39 
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I 
them feel they can take no further responsibility in helping 
the child with his problem. This would seem to indicate that II 
most fathers of non delinquent children wh9 have problems are 
to some degree willing t o help the child with his problem. 
There is little that can be similarly compared among the 
fathers of acting out or delinquent children, as there is only 
one such father among those that continue treatment. His a tti-11 
tude is quite different from the fathers who didn't continue 
treatment with such children. This father introjects the blMe 
I 
for the child ' s problem and all five of the fathers who didn•t 1 
enter treatment project the blame for the child's problem. II 
The father who entered treatment shares responsibility for 
helping his child while those who didn't all refuse to share 
H this responsibility. II 
I 
t 
I 
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CHAPTER V 
CONCLUSIONS 
This was a study of the factors related to the fathers 
entering into active treatment. 
I 
Two groups of twelve fathers 
I 
were compared; one of the groups entered active treatment I 
after an intake period, while the other group did not. The j 
following areas were investigated: the background charac-
teristics; attitudes of the father toward his family; the 
timing of casework interviews; and the clinic's evaluation 
of the father. 
Four factors emBrged as relevant to the father's en-
trance into treatment: the type of presenting problem; the 
religion of the father; the father's attitude toward helping 
with the child's problem; and the father's feeling of re-
sponsibility for the problem the child presents. 
The type of presenting problem that was related to the 
father entering into t reatment was that of the passive child. 
This coincides with the findings of Aberle and Naegele1 that 
in the middle class group the problems of passivity are of 
more concern to the fathers than problems of aggression. 
A feeling of responsibility for having caused the prob-
lem is a motivating force in the father's entering into 
treatment. This feeling of responsibility may be related to 
1 Aberle and Naegle, op. cit. 
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a feeling of guilt and discomfort, which coul d c ause enough 
tension and anxiety to bring the client into treatment. This 
is consistent with workers who have found a correlation 
between a.nxiety and the use of casework treatment. 
the fathers who do enter treatment. 
The role of self motivation for c ontact with the clinic 
was not a discrimin atory area in this study. Most of the 
fathers in both groups, sixteen of the total of twenty-four, 
came of their own accord . The use of their employment as a 
rationalization for not entering treatment was also not im-
portant. The majority of fathers who didn't enter treatment II 
never mentioned work as a possible reason for not coming to 
the clinic, while the majority of fathers who did enter 
treatment felt that this would be some problem in arranging 
appointments. The clinids decisions regarding the father 
also did not seem to be related to the entrance into treat-
ment. In eight cases where the father didn't enter treat-
ment, treatment was offered and refused. In eight o f the 
cases where the father entered treatment the clinic felt tha t 
the father was important in the problem of the child and in 
the four other cases it was the father's strong motivation 
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that brought him into treatment . Of the twenty-four men in 
the sample only four were not offered treatment. 
More p~testant fathers entered,into treatment than did 
catholic fathers. The role of religion was not explored and 
therefore it i s not possible to determine the meaning of 
this. This would be an area that would be fruitful for fur-
ther investigation. 
In the intake interviews with fathers, if i.t seems de-
sirable to bring the father into treatment, it would be 
valuable to keep these various factors in mind: the father's ! 
religion, the child's presenting problem, the attitude of 
the father toward helping the child i.vi th his problem, and 
his feeling of responsibility for having caused the problem. 
In considering these factors the caseworker could then de-
velop skills to activate the reluctant group. 
This study has not concerned itself with the outcome of 
t he cases and this would be an important area to investigate, 
as other studies have shown that the entrance of the father 
into treatment is sometimes contraindicated. 
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ll APPENDICES 
II 
,I 
1. case name 
2. Age of child 
3. Age of father 
4· sex of child 
5. Presenting problem 
SCHEDULE 
6. Number of siblings; sex and position 
7. Father's occupation 
8. Fee 
9. work history 
10. Religion 
11. Education 
12. Hotivation for coming to clinic 
A. Self motivated 
B. Pressure from wife 
c. Pressure from clinic 
D. Pressure from court 
13. Type of first interview 
A. Joint 
B. Private 
14. When father first seen 
A. Before mo ther 
B. After mother 
c. At same time 
Number 
A· 
B. 
c. 
of intake 
Total 
Pri vate 
Joint 
interviews 
16. Employment and scheduling of appointments 
A· Not mentioned 
B. Mentioned, but not as a serious problem. 
c. Seen as a serious problem. 
17. Relationship with wife 
A· Good 
B. Intermediate 
C. Poor 
18. Relationship to child's problem 
A. Places responsibility outside of himself. 
B. Shares responsibility. 
c. Feels he is totally responsible. 
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SCHEDULE ( 2) 
19. Concep tion of child's problem 
A. Similar to mothers 
B. Different from mothers 
c. Denial of problem 
20. Responsibility for solving problem 
A. Outside self 
B. \-Jill share responsibility 
c. Will do it all 
21. Attitude toward problem 
A. Feels nothing wrong 
B. Ha s moderate concern 
c. Fe els very serious 
Continued 
22. Clinic's purpose in taking father into treatment 
A. Highly motivated for treatment 
B. Plays an important role in child's problem 
c. Mos t workable person in family 
23. . Treatment: 
A· Entered 
B. Did not enter 
24. Circumstances around not entering 
A. Treatment not offered 
B. Father refused treatment 
c. Father began treatment, but dropped out. 
46 
Case No. Fee paid 
C-1 ~~ 5. 00 
c-2 5.00 
C-3 5.00 
c-4 5.00 
c-5 3.00 
c-6 5.00 
c-7 20 .00 
c-8 3 . 00 
c-9 2.00 
C-10 _5.00 
C-11 6.00 
C-12 10. 00 
• 
TABLE I 
FATHERS WHO CONTI NUE IN TREATMENT 
Religion Employment Education 
Protestant Hilk man 
Protestant Trouble Shooter lOth grade 
Protestant Factory Inspector 
Protestant Draftsman High School 
Protestant 
( 'v~Jife ca th.) Foreman 
catholic Bus driver-
Cook 
Jewi sh Electrical 
Contractor Trade School 
protestant Factory Inspector 
Protestant Factory Worker College 
Protestant Design Draftsman College 
catholic Lawyer Prof. School 
protestant Sales Engineer College 
----- ----- --
\rJork History 
Good 
Good 
Good 
Good 
Fair 
Good 
Good 
Poor 
Good 
Good 
Good 
-
+="" 
-J 
Case No. Sex 
C-1 Male 
C-2 :Hale 
c-3 Male 
c-L1 Male 
c-5 Female 
c-6 1'Jfale 
C-7 Male 
c-8 Male 
C-9 }'Tale 
C-10 Hal e 
C-11 Male 
C-12 Male 
• ~ 
TABLE II 
CHILDREN OF FATHERS WBO ENTP~ INTO TREATMENT 
Age 
7 yrs. 
10 yrs. 
11 yrs. 
8 yrs . 
4 yrs. 
5~ yrs . 
12-k yrs. 
4 yrs. 
12 yrs. 
6 yrs. 
7 yrs. 
6-% yrs. 
--
Type of 
Problem 
Non-del. 
Non-del. 
Non-del. 
Non-del. 
Non-del. 
Non-del. 
Non-del. 
Non-del. 
Del. 
Non-del. 
Non-de l. 
Non-del. 
Presenting Problem 
Retarded, "c razy mixed up kid," lots of physi-
cal sickness. 
Never satisfied , cut himself because he didn't 
like himself. 
Refuses to g o to school, "afraid of something." 
Masturbating , daydreams, can't learn, thumb-
sucking, can't play with other children, 
cries easily. 
" Too smart," hyperactive, demanding of affec-
tion, bites nails, picks nose, poor co-ordi-
nation, 11 overly friendly," runs temperature 
when upset. 
Highly phantasized play in which he seems com-
pletely happy and not interested in what is 
going on around him. 
Bedwetter, poor school adjustment, poor peer a~ 
justment, bites nails. 
poor speech, not tra ined, doesn't play with 
toys. 
Mak ing poor grades in school, stealing, going 
around with the wrong crowd of boys. 
Hyperactive, asthmatic, infantile, retarded. 
Difficulty in co-ordination, can 1 t remain quiet 
for any leng th of time, feel deep seated 
emotional p roblem. 
overly independent, impulsive behavior, self 
centered. 
-!:"'" 
OJ 
- • -
..r:-
--D 
-I =========-: 
I! case No. 
NC-1 
NC - 2 
NC-3 
NC -~ 
NC-5 
NC-6 
NC -7 
Nc-8 
NC -9 
NC-10 
NC-11 
lW -12 
• 
-I 
TABLE IV 
CHILDREN OF FATHERS WHO DO NOT ENTER INTO TREATHEN'r 
Sex Age 
Type of 
Problem 
Hale 
Male 
Female 
Male 
Female 
Male 
Male 
Female 
Male 
Male 
Male 
Nale 
8 yrs. Non-del . 
9 yrs. Del. 
9! yrs. Non-del . 
5 yrs. Del . 
9 yrs. Non-del. 
7 yrs. Del. 
5~ yrs. Non-del. 
7 yrs. 
9 yrs. 
14 yrs. 
L~ yrs. 
14 yrs. 
Non-del. 
Non-del. 
Del. 
Non-del. 
Del. 
Presenting Problem 
Enuresis, sucks thumb, hyperactive 
Making strange noises, overactive, problem 
around sex and authority (including exhibi -
tionism), has been excluded from school. 
Few friends, nervous mannerisms, supersensitiv~ 
ty, intense anxiety about events before they 
happen. 
can•t control his behavior, runs away, problems 
around brace on leg, always into difficulty. 
Refuses to eat, doesn't gain weight, under-
nourished. 
Lies, steals, refuses to do work in school, 
vivid imagination. 
"Interest different from o ther children," diffi-
cult to hold his attention in school, wets 
pants , drools, hyperactive. 
Question of retardation, many fears. 
Very slow in school, nervous and fearful. 
sexually molesting young girl (4 yrs. old). 
Slo1.v, doesn't talk, fearful, belches constantly. 
Stealing a train set and seventy-five cents 
from a pocket book. 
\.n. 
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